I am the first college-educated person in my family, and I come from a patriarchal background. There was no thought that a woman in the family should (not that she could but that she *should*) go to college, let alone medical school. I had to be resourceful to put myself through college and medical school. With that background, I found myself starting my first residency in emergency medicine at Detroit Receiving Hospital (DRH) many years ago.

When I showed up July 1, not only was I on call after vegetating for the previous 2 months but I was assigned to the medical intensive care unit (ICU) at DRH. This was Detroit at the height of the drug gang wars, Detroit was the murder capital of the United States, and the hospital was filled with very sick people. Multiple patients in the standard wards were on ventilators with no special monitoring; they would be in the ICU in any other hospital. But in DRH, there just was not room. Only the sickest of the sick were admitted to DRH ICU during these years.

At 4 [pm]{.smallcaps} of my very first day as a licensed physician, the senior physicians gone, I started getting called by the ICU nurses for adjustments to ventilator settings, Swan-Gantz catheters, and treatment decisions. Then the codes started. One patient in particular, in bed 1, coded six times that evening. I will call him John Doe (not his real name). At 3 [am]{.smallcaps}, we finally stopped our last resuscitation efforts. The senior resident assigned me to call the family. I had little experience with this, having been a mere student until this day. The only advice I was given was to break the news in person. I telephoned the family and they agreed to come in, arriving about 3:30 [am]{.smallcaps}. Several came: wife, brother, niece, nephew, and a few others. I broke the news. The only comfort I could think to offer was a chance to spend a few last minutes with their loved one, which they all wanted to do. I let them into room 1, where the body was left covered to the neck with a single sheet, pulled the privacy curtain, closed the door, and sat back down at the desk to complete my notes. But within a minute, the niece and nephew returned. They said, "Excuse me. But that is not our uncle."

I froze with the pen on the page. I managed to glance down at the chart, checked the name, and said, "Are you related to John Doe?" They said, "Yes, but that is not him."

I briefly looked around to see if anyone could help but there was no one. I got up and escorted the family members back to the room.

I entered the room at the foot of the bed, where Mr. Doe was covered with a sheet, just the head and neck exposed. His family surrounded the bed, murmuring in agreement, "This is not him." I do not know why I did it, but I pulled the sheet back at the end of the bed, exposing his feet. The family looked at his feet, and his wife said, "Oh, that is him." His brother agreed. Once again, I froze. These seemed like normal feet to me, nothing remarkable. But they were sure, and as I turned to leave, they thanked me. They could not have been more gracious.

I have never forgotten that night; it is not a night one could forget. But I learned several things from this experience.

The first lesson is: *Quality is important*. We ran at least 11 codes that evening, 6 on this patient alone. I was better prepared than most first-day interns; I was entering emergency medicine and was familiar with code protocols. Still, it was overwhelming. With that kind of pressure, errors more frequently occur. I did not have time to acquaint myself with the families; the patients were laboratory results and numbers. It would have been easy to call the wrong family or worse, pronounce the wrong patient dead. Does this sound familiar to you? Are you in a practice in which you are reading images so fast that you barely have time to reflect on what you are doing? Or, more appropriate to the current pandemic, *were* you?

Practices have changed abruptly in the last few months due to coronavirus disease 2019 (COVID-19), going from high workloads to significant drops in volume for many practices. However, this will likely be temporary. Imaging needs are not going away.

How do we come back to a better practice? My ICU experience showed that working fast and efficiently can feel productive, but as volumes increase unreasonably, we can be overwhelmed, and errors are more likely to occur. More and more radiologists experience symptoms of burnout. This is a worldwide problem in radiology. We need a balanced approach that will produce high-quality results for all.

One prominent force affecting our practice is artificial intelligence, or AI. We all fear AI to some degree, but it could address our needs. With our leadership and used correctly, AI can help maintain quality with more efficiency. AI is not going to replace us. Rather, radiologists without AI will be replaced by radiologists with AI.

The ACR has been at the forefront of facing AI. In 2017, the Data Science Institute was created. Its mission is to advance data science as core to clinically relevant, safe, and effective radiologic care. The ACR AI-LAB actively develops use cases to ensure that AI algorithms result in outcomes of high clinical value to us in our practices. There we can learn and contribute, define and test cases, and evaluate algorithms. There we share knowledge without having to relinquish control of our own data.

AI cannot replace judgment. We need to provide that. AI can make our lives better and more efficient. Maybe this will help address burnout and the radiologist shortage---radiologists with AI. If we do not do it, the radiologist without AI will be replaced by the nonradiologist with AI. It is up to us.

The next lesson from my horror night of internship is *ownership*. I took ownership that night. I did not want it, but I took it. Even though when I got up from that chair, I had absolutely no idea how to resolve the problem, I stumbled forward and I exhibited, without recognizing it at the time, what I consider to be the three cardinal signs of ownership:oTaking responsibilityoNo excusesoA resolution to make things right

I now realize that this feeling of ownership is important to me---it is a core value. It is probably why I ended up in breast imaging. We have always taken ownership of our patients. Of course, many in radiology do this, but one cannot really be a quality breast imager without ownership. In my practice, typical for breast imaging, we correlate the biopsy results, we talk to the patients, we set up the surgical consultations as needed. In short, we are with the patient every step of the way.

As radiologists, we need to take more ownership of the patient. Our clinician colleagues need our expertise. We need to be an integral part of the health care team. Not a ghost in a dark room. AI could do that. We can be more. It will be difficult to find time to engage, especially when imaging volumes normalize. In addition, the pandemic has only increased remote reading, already a popular trend. This means even more effort to reach out and connect with our patients and our colleagues. It is the only way to stay relevant. In my practice, my technologists and nurses help me, technology helps me, but I do not want or intend for those to replace me.

Ownership is also why I love working with the ACR. Anyone who has done even the smallest amount of ACR committee work has to have noticed the intense and amazing ownership that the ACR staff takes in our specialty. I have worked extensively with three commissions: Education, Quality and Safety, and Breast Imaging. At every step, at every level, the ACR staff were engaged beyond measure. Personally, they have been a deep source of inspiration. The ACR staff are the epitome of ownership. They make your ACR the best organization in medicine.

My final lesson from my interaction with Mr Doe is that the patients and their families are important in optimal patient care. The Commission on Patient- and Family-Centered Care, our newest ACR commission, brings to light the importance of seeing the whole patient in context. Just as our life experiences shape us, so do they shape the lives of our patients. I would encourage all radiologists to make that connection. *Let us start where we began---in the service of patients as their physicians.* This role is one that no one can take away. It can be neglected and may have been in some quarters. But it is ours to make what we will of it. We can be important in our patients' lives and remain relevant to our colleagues. Or we can let someone, or something, do that for us. Again, it is up to us.

I would encourage you, as we virtually gather for ACR2020, to focus on quality, ownership, and our role as physicians. We can continue to have a tremendous, positive impact on our patients and on our referring providers. We can have a bright future in practices that we make the best for everyone, including ourselves.

My thanks again for the tremendous opportunity to serve you as president of ACR. I have an eternal debt of gratitude to the ACR, the Board of Chancellors, and the Council for this privilege. My deepest admiration and thanks go to the ACR members for facing the challenges before us with the current pandemic and beyond. Let us support each other and work together. Like me as that lonely intern years ago, we can rise to the occasion in difficult circumstances and make a difference.

Take-Home Points {#sec1}
================

▪Pressure to interpret images quickly can lead to burnout and errors. As we recover from the pandemic, we need to find better balance so that we can maintain high quality even as workloads increase. Our involvement and development of AI should be a priority.▪The three cardinal signs of ownership are (1) taking responsibility, (2) no excuses, and (3) a resolution to make things right. Taking ownership of our patients will help us remain an integral part of the health care team and is a key to success.▪The radiologist's role as a physician should be valued. We began in the service of our patients as physicians. We should continue to connect with our patients and their families to optimize the role of imaging in their care.

The author states that she has no conflict of interest related to the material discussed in this article. Dr Monticciolo is a nonpartner, non--partnership track employee.
